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I, ____________________________, do solemnly swear or affirm under the  
              (Name of Qualifying Pharmacist) 
 

penalties of perjury, that ___________________________ has completed the   
  (Name of Pharmacy Technician) 
 

following Board approved program of education or training: 
 
 

(Name of Indiana Board of Pharmacy Approved Program) 
 
 
 
 

_________________________________ 
Signature of Qualifying Pharmacist 

 
________________________ 

Pharmacist License Number 
 

_______________ 
Date 

      
 _________________________________ 

Signature of Pharmacy Technician 
 

_______________ 
Date 

 
 

 
 


